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ABSTRACT
Objective: To effectively plan and provide culturally appropriate cancer education and screening services for low income Chinese
immigrants, accurate disaggregated data are very much needed in understanding their cultural beliefs, attitudes, and practices
toward cancer screening and education. This study explored the views of medically underserved Chinese immigrants in the
United States and assessed their beliefs and attitudes toward the cause and prevention of breast, cervical, and prostate cancer, and
their cancers screening behaviors.
Methods: Guided by both the Explanatory Model Interview Catalogue and the Health Belief Model, an exploratory research
methodology was used. Narrative data from in-depth interviews and focus groups were studied qualitatively. The data analytical
procedure was based on immersion in the narrative data, writing memos, sorting data into codes and categories, and comparing
themes across interviews. Thirty-nine low-income Chinese men and women participated in 14 in-depth interviews and 4 focus
groups.
Results: Findings provided evidence of strong influence of Chinese culture on beliefs and attitudes toward cancer, as well as
perceptions regarding the cause, risk, susceptibility to, and seriousness of cancer. Participants reported both positive and negative
perception toward cancer. Common misconceptions about the causes of cancer included: excessive sexual activities, having a
certain blood type, cancer being “contagious”, and women ignoring their reproductive or natural functions by using birth control
or not breastfeeding.
Conclusions: The study highlights the importance of cultural appropriateness and relevancy in the development and implementa-
tion of cancer promotion and cancer screening interventions for the Chinese immigrant population.
Key Words: Chinese immigrants, Beliefs, Cancer screening, Qualitative approach
1. INTRODUCTION
Breast cancer is the leading cause of cancer and is among the
top 3 cancer causes of death for Chinese American women.[1]
Prostate cancer is one of the top five causes of cancer mor-
tality among Asian American and Pacific Islander (AAPI)
males.[2] Specific data of cancer morbidity and mortality
rates among Chinese American men is scarce. AAPI men
have the lowest incidence and mortality rates of prostate
cancer. However, they are more likely to be diagnosed with
advanced stage prostate cancer than other racial and ethnic
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groups.[3, 4] Survival rates after diagnosis of early-stage cer-
vical carcinoma are also found lower in Chinese women
compared to other Asian sub-groups and non-Asian popula-
tions, including Filipino, Japanese, and non-Hispanic white
women in the United States.[5]
The American Cancer Society publishes recommendations
and guidelines for the early detection of breast, cervical,
and prostate cancers.[6–8] Whereas screening guidelines are
shown to be effective in lowering the risk of developing
breast and cervical cancer, there remain significant uncer-
tainties regarding the risk and benefits of prostate cancer
screening.[9] Recent research studies assessed the adher-
ence to breast and cervical cancer screenings among Chinese
American women and found very low screening rates among
these women when compared to Whites.[10–13] Despite re-
cent significant effort to promote cancer screenings in local
communities, the overall screening rate of Chinese American
women is still below the national average and far behind the
objectives of Healthy People 2010.[10] AAPI men are also
least likely to report ever having a prostate cancer screening
test than other racial and ethnic groups.[3, 4] All these studies
found that factors such as language, level of English profi-
ciency, economic barriers, social constraints, low or limited
knowledge of cancer and cancer screening guidelines, and
community perceptions and biases toward cancer diagnoses
all contributed to the lack of participation in cancer screening
services among Chinese American populations.
The Chinese American population in New York City is grow-
ing rapidly with an increase of 33% from 357,243 in 2000
to 474,783 in 2010, with the majority being foreign born.[14]
The Chinese American population is not only increasing
in number, but is also becoming more heterogeneous in its
socio-demographic characteristics such as income, educa-
tion, social status, immigration status, and immigration back-
ground (rural versus urban). It is in itself a diverse group with
differences in spoken dialects, levels of acculturation, as well
as beliefs and practices toward health, illness, and treatment.
To effectively plan and provide culturally appropriate can-
cer education and screening services, accurate disaggregated
data for the Chinese immigrant population are very much
needed in understanding their cultural beliefs, attitudes, and
practices toward cancer screening and education.
Cultural beliefs, attitudes, and life experiences affect an im-
migrant’s reaction to cancer, body pain and discomforts,
and various preventive health practices and disease manage-
ment.[15] Several studies explored the perception regarding
risk, vulnerability, susceptibility to, and seriousness of cancer
among Asian American women.[16–18] These studies found
that Asian American women believed they had a lower risk
of breast and cervical cancer than American women and
therefore associated the need of preventive screening activity
with American women rather than with themselves. Cancer
has a very negative connotation in the Chinese American
community.[19] Chinese American women tend to under-
estimate their risk of getting breast cancer and undervalue
the importance of mammography.[20] Although Chinese im-
migrant women experience similar psychosocial barriers as
other minority women in the U.S., they also share culturally
related barriers such as feeling shame, stigma, and isolation
for not sharing diagnosis with anyone, and beliefs that East-
ern medicine is milder than Western medicine in treating
or preventing illness.[21] The fear that cancer is fatal pre-
vails among Chinese American women[11, 19, 22] and among
Asian American men.[23, 24] Some Chinese believe cancer is
contagious[25, 26] and severe.[13] For many Chinese patients,
the initial immediate reaction when discovering cancer is
one of shock, disbelief, disregard, and belief of breast can-
cer as an indication of bad luck.[25, 27] Others believe breast
cancer is a curse and that they can avoid breast cancer by
thinking positively, adopting a healthy diet, and having a
balanced life.[22, 25] All these barriers may affect adherence
to cancer screening and treatment in the Chinese American
community.
Modesty as a personal factor inhibiting Chinese women from
obtaining pap smears is also cited as a barrier.[18] Because
of the conservative cultural attitudes toward gender-related
health topics and exposing one’s body, some AAPI men
may feel very uncomfortable discussing the need for prostate
cancer screening with female healthcare providers.[24] For
AAPI unmarried women, because of the cultural expecta-
tion that women should not engage in sexual activity before
marriage, and since cervical cancer screening is related to
sexuality, both healthcare providers and unmarried sexually
active women may risk considerable embarrassment when
discussing the need for a Pap smear test.[28]
The holistic concept is an important idea in traditional Chi-
nese culture that affects the preventive health and disease
management behaviors of Chinese individuals.[29] Taoism
promotes the belief that nature has the ultimate authority
over the course of one’s life and existence[30] and that one is
not in complete control of nature nor in one’s destiny. The
Taoist belief that health is a state of spiritual and physical
harmony with nature[29] is contrary to the Western belief
that health is determined by one’s efforts. Prior research
suggests that traditional Chinese values like fatalism and the
holistic balance of Yin (cold) and Yang (hot) prevented some
Chinese individuals from seeking Western medical care and
created misconceptions of illness and cancer screening.[31]
For them, Western diagnostic procedures are not used for
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screening purposes but for a health problem only. Therefore,
they cannot understand why so many diagnostic tests are
necessary.[29] A Chinese immigrant who has no experience
with preventive care may not comprehend the concept of
screening for a disease that she or he probably does not have.
In summary, healthcare providers need to recognize the ram-
ification of these cultural beliefs and attitudes on cancer
screening behaviors among Chinese immigrant populations
and their implications on early detection and screening ac-
tivities. Little is known specifically about cultural beliefs,
attitudes, and practices of low income Chinese immigrants
toward cancer screening and education. The lack of stud-
ies and data on cancer education and screening among this
medically underserved population is a major constraint for
health organizations to effectively plan and provide culturally
appropriate cancer screening services and health education
for them.
2. METHODS
2.1 Study purpose and questions
The purpose of this study was to explore the views of cancer
among Chinese immigrants and assess their beliefs and atti-
tudes toward the causes and prevention of these cancer sites,
and their cancer screening behaviors. Semi-structured open-
ended questions were used to assess the cultural attitudes and
beliefs of Chinese immigrants on the causes of cancer, their
perceived susceptibility to cancer, and how their attitudes
and beliefs affected their cancer screening behavior. To elicit
and encourage more participant responses, follow-up ques-
tions were also used. Participants were asked what came to
their mind when they heard about “cancer” and what caused
cancer. They were then asked if they considered themselves
as being at risk for cancer. Finally they were asked if they
considered cancer as a serious disease and if they believed
that thinking or finding out about cancer could provoke the
onset of cancer. Before the interview, participants were asked
to provide their own background information such as age,
marital status, employment status, level of education, and
level of English fluency. All focus groups and individual
interviews were conducted in the participants’ native dialect.
Each individual interview lasted for about an hour. Each
focus group interview lasted for about two hours. The study
was approved by the Human Research Protection Program
of Hunter College.
2.2 Conceptual framework and study design
This study used a qualitative exploratory approach to ex-
plore Chinese participants’ cancer beliefs and experiences
and to identify themes and concepts that emerged from in-
terview data.[32] Based on the thematic analysis approach,
codes, categories, and themes were developed inductively
from focus group and interview data.[33] The development
of the interview topics was guided by both the Explanatory
Model Interview Catalogue (EMIC)[34] and the Health Be-
lief Model (HBM).[35] The EMIC[34] was adapted to study
cancer belief of Chinese immigrants, their perceived causes
of cancer, and their practice toward cancer screening. The
HBM is a commonly used health promotion framework em-
phasizing the role of health beliefs in the study of health
behavior change.[35] Key dimensions of this model include
perceived susceptibility and perceived severity of disease,
and perceived barriers to and benefits of carrying out a rec-
ommended preventive health activity. Both individual in-
terviews and focus groups are common instruments of data
collection in qualitative research. One-on-one interviewing
is an effective approach for information gathering with ethnic
minority and fragile individuals who may feel intimated if
they have to articulate their ideas in a group setting. Focus
groups, on the other hand, are more effective when partic-
ipants are relatively verbal and articulate, and may yield a
wide range of perspectives that may not be easily obtained
through other methods. Synergism created from group in-
teraction may also stimulate new ideas and high levels of
energy in discussion.
2.3 Study sample
This study targeted Chinese immigrant men and women who
participated in cancer screening and information services
in New York City. Thirty-nine participants were recruited
from the client population of a community health center that
serves more than 30,000 Chinese adults aged over 18, the
majority of whom live at or below the federal poverty line..
Recruitment flyers were posted at various sites of the health
center’s bulletin boards as well as made available at the re-
ception desk and patient waiting areas. Fourteen in-depth
individual interviews and 4 focus groups were completed.
Of these participants, five participated both in individual and
focus group interviews. The sampling design was meant to
include the breadth of perspectives shared by these partici-
pants rather than aiming at generalizing to the larger Chinese
immigrant population. Participants who were diverse in their
demographic characteristics such as age, gender, preferred
spoken dialect, education, and length of stay in the U.S. were
included to capture variations in their cancer beliefs and
practices. Participants who had the same gender and spoke
the same Chinese dialect (Mandarin or Cantonese) were
placed in the same focus group to facilitate communication
of personal beliefs and perspectives. Two focus groups were
conducted with Chinese women who had received cervical
and breast cancer screening services. Another two groups
were completed with Chinese men who received prostate
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cancer screening services.
Table 1 summarizes the background characteristics of 39
participants. Eighteen participants were female and 21 were
male. The average age was 56.8 years old (SD = 14.9).
All participants were immigrant Chinese and their average
number of years living in the U.S. was 15.7 years (SD =
11.9). Most participants were married (74.4%). Approxi-
mately 47% were employed. The majority (73.5%) reported
their total annual income to be below $20,000. The major-
ity (69%) had received a high school education or less, and
spoke English poorly or could not speak English at all (55%).




Variable    
 Mean   S.D. Range 
Age (years) 56.8  14.9 25-78 
Years in United States 15.7 11.9 1-53 
 Number %  
Gender    
Male 21 53.8  
Female  18 46.2  
Race    
Asian/Chinese  39 100  
Marital Status    
Married 29 74.4  
Divorced 4 10.3  
Widowed 3 7.7  
Education    
None/Elementary 8 20.5  
Junior High  8 20.5  
High School Graduate 11 28.2  
College Graduate 12 30.8  
Employment Status    
Employed 18 47.4  
Unemployed 2 5.3  
Retired 13 34.2  
Annual Income    
< $20,000 25 73.5  
$20,000 or more 9 26.5  
English Fluency    
Well 3 7.9  
Some 14 36.8  
Poor 11 28.9  
Not at All 10 26.3  
 
2.4 Data analysis procedure
Narrative data from individual and focus group interviews
were studied qualitatively using technical steps based on the
thematic analysis approach.[33] The data analytical proce-
dure was based on immersion in the narrative data, writing
memos, sorting data into codes and categories, and com-
paring themes across interviews. The study used a quali-
tative analysis software program, ATLAS.ti, to help code
and organize the data.[36] Several data analytical steps were
used. All interview narratives were transcribed into English
by qualified bilingual healthcare professionals. Open cod-
ing was used to scrutinize interview data’s body of words,
phrases, and sentences. A tentative list of codes was created
to code and classify the interview data.[32] All narrative data,
codes, quotations, and themes were analyzed systematically
and constantly to identify connections between them. Both
“self-reflective memos” and “analytical memos” including
the researcher’s own understanding and insights on the data
were written.[37] All these procedures were used to make the
emerging themes and concepts denser.[32]
The researcher took additional steps to enhance credibility
and trustworthiness of study data.[38] A co-facilitator in each
focus group interview took detailed notes on group dynamics
and participant interactions to capture the non-verbal, se-
quential nature of group interaction and assess the possible
effects of group interaction on participant responses. All
group dynamics, interactions, agreements and disagreements
that influenced participant responses were coded and ana-
lyzed. To enhance the accuracy of interpretations, a peer
debriefing session among interviewers and the researcher
was held immediately following each focus group interview.
The researcher checked for the representativeness of key
findings as well as quotations that were used to illustrate
the concepts and themes. In addition, the researcher also
checked to assess if descriptions or explanations on the data
were both complete and accurate.
3. RESULTS
3.1 Positive perception toward cancer
Table 2 summarizes the major themes regarding cultural
views and beliefs of Chinese participants toward cancer and
cancer screenings. When participants of this study were
asked about whether they believed that thinking or finding
out about cancer could induce the onset of cancer, surpris-
ingly none of them shared this view. They disagreed that
talking or thinking about cancer would itself bring bad luck
or lead to cancer. Five participants reported that they were
calm when they heard about cancer, and 6 felt that they had
control over what they could do to cope with cancer and were
psychologically prepared for it. For instance, a participant
indicated that she cared about her health so much that she
would do whatever she could to fight the disease, “I think
being healthy and not being sick is very important because it
affects me in many different ways... only when they (other
people) have illness or when they feel sick, then they seek
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medical care. If they feel fine and do not have any symptoms,
they will not make an appointment to check whether they
have cancer or not... For me, if I know, then at least I can
be psychologically prepared, which is better than, oh, I have
cancer, what now? The latter would be very scary to me.”
Table 2. Themes regarding views and beliefs of Chinese
participants toward cancer and cancer screening
 
 
Positive perception toward cancer 
Disagreed that talking or thinking about cancer would itself 
bring back luck or lead to cancer.   
Some affirmed that cancer screening was a preventive 
measure. 
Negative perception toward cancer 
Considered cancer as a fatal disease and has no cure. 
Expressed a sense of powerlessness toward cancer. 
    Reported feelings of shock, fear, and withdrawal when heard 
about cancer. 
Felt anxious, were in denial, and avoided dealing with the 
diagnosis. 
Perceived seriousness and susceptibility to cancer 
Believed that cancer could progress quickly and drastically 
without much warning. 
More female than male participants believed they were more 
susceptible to having cancer. 
Because of inadequate knowledge many believe they were 
vulnerable to developing cancer. 
Misconceptions, confusions, and incorrect information about 
the cause of cancer 
Only a few recognized the role of genetics and unhealthy diet 
as risk factors. 
Many attributed cancer related symptoms to uncontrolled 
sexual desire or excessive sexual activities. 
Many held misconceptions about the cause of cancer: having a 
certain blood type, poor hygiene, cancer being “contagious”, 
and women ignoring their reproductive or natural functions by 
using birth control or not breastfeeding. 
 
Some participants (8) affirmed that that cancer screening was
a preventive measure. They considered cancer screening as a
tool for early detection and treatment. As one participant put
it, “For cancers such as breast or cervical cancer, treatment
in general was very effective. Therefore, there is no need to
be overly concerned or scared when we heard about being di-
agnosed with cancer. Early detection and treatment of cancer
in its early stage was very important and effective. It would
be a concern if cancer is diagnosed at a late stage.” Another
participant commented, “It is important to be informed about
your condition and be diagnosed and treated in the early
stage of the disease. Prompt treatment can take care of a lot
of problems.”
3.2 Negative perception toward cancer
While some participants were open to talk about cancer, oth-
ers held a negative attitude toward cancer. Many participants
associated cancer directly with death because unlike other
chronic conditions, they did not know if cancer could be
cured. As one participant said, “I know if diabetic patients
follow their regimen - eat what they should eat, do not eat
what they shouldn’t eat - they won’t die, they can be treated.
But I don’t know about cancer. I don’t know if cancer can be
cured.” Several participants in this study expressed a sense of
powerlessness toward cancer and were ready to accept their
“fate”. For instance, a participant in this study believed that
there was no way to prevent cancer and felt powerless and
had no control in her life, “Life is very unpredictable. Even
though you have a lot of money, your life may end suddenly
... it is your fate that determines whether you have cancer or
not.” Another participant agreed, “For us [women], we can
be cautious about many different things, but when it comes
to cervical cancer, even you are attentive to your personal
hygiene, you cannot avoid getting cancer.”
The majority of participants in this study (18) felt scared
when they first heard about cancer. One participant recalled,
“I was scared when I felt something hard in my breast during
self-examination. So I went to see a doctor again. She told
me it was just the bone and there was nothing wrong. . . I was
scared when I saw the doctor and I was afraid that the doctor
didn’t know whether it was a bone or something else. . . I
couldn’t tell from self-examination and I was afraid that the
doctor couldn’t tell from physical examination either. But the
doctor said that area is not the breast. It was the chest bone. . .
I’m getting old now and starting to have health problems. I
am scared. A casual remark about me being sick would be
enough to make me anxious.”
Several participants were sympathetic when they heard that
someone has cancer. One participant recalled, “Why some
have cancer and others do not... You will die and your life
will cut short if the doctor can’t cure you. I think it’s a misfor-
tune to die like this. . . I feel sad when I heard that someone
had cancer. I was thinking that it would be such a pity for a
person who was so young, looked so pretty to have cancer. I
was thinking what she could have done differently. . . I hope
that the doctor can cure her. I hope the doctor can provide
good treatment for her and make her live longer, give her a
chance to see more in this world.”
The reason participants reacted with fear and disbelief to the
diagnosis of cancer was because they knew very little about
cancer and how cancer progressed. They participated in can-
cer screening and followed the doctor’s instruction to get
further testing. Because the doctor did not explain to them
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how cancer could be treated, they felt panicky and did not
know what to do when diagnosed with cancer. A participant
commented, “I have a friend who came here and had a Pap
smear. As soon as she had cancer screening done, she was
told that there was a lump in her cervix. She was told to
see a doctor for further testing... But at the time when she
heard that, she was scared. The doctor did not explain to her
precisely how her illness would progress. . . She was told
very little and she got so scared that she did not know what
to do.”
Some participants (6) felt very anxious when they heard
about cancer. Others (3) were in denial or did not want to
face it at all. Only 2 felt indifferent about cancer. For in-
stance, a participant commented that many people did not
want to accept the fact that they had cancer because they
were afraid. Many knew what they needed to do but chose to
ignore it or make excuses so that they did not have to deal
with it.
I know that many seniors do not care about cancer. They
said they were old. If they got cancer, they just died and
it’s not a big deal. . . so why bothered?! But I said, “what
if you do not die immediately but have to suffer a long
and painful death as a result of cancer?” They then said
they were old and they would die anyway. They asked
why they still had to watch their diet at their age. They
said, “If you are only allowed to eat certain things but
not other things, what pleasure is left in life?” (I4)
Not only would patients be in denial and avoid dealing with
the diagnosis of cancer, family members might also with-
hold information from the patient rather than openly discuss
screening results with the patient. For instance, one partic-
ipant indicated that his children did not tell him what the
tests were for until they received a negative result, “Last
time when the doctor suspected that I had prostate cancer,
my children didn’t tell me the truth. The doctor told them
(the children). They didn’t tell me, not until we received a
negative result from the tests. My children then told me the
reasons why those tests such as a biopsy were needed. It was
because my blood level (PSA index) increased too fast.”
3.3 Perceived seriousness of and susceptibility to cancer
Almost one third of participants (12) believed that cancer
was a very serious disease because when it was detected, it
was usually at a late or advanced stage. Some participants
believed that cancer could progress quickly and drastically
without much warning. When patients found out that they
had cancer, the disease had already progressed.
Cervical disease is complicated. Therefore, we need to
get Pap smear. Without the screening, it will be too late
when we find out and it will be life threatening... cancer
is more serious than other diseases. Because if you have
diabetes and you follow the doctor’s advice “eat what
you should eat, stay away from those kinds of food you
shouldn’t eat”, then your condition can be stabilized. But
cancer cannot be cured. (I8)
If you have other medical issues, it is not a problem as
long as you receive proper treatment and know how to
take care of it. But if one has cancer, it’s difficult. Even
the most advanced medical technology cannot buy more
time for a few more years. Look at those celebrities who
were fighting cancer. They were rich and had money but
yet they still died of cancer. For this reason the stress of
having cancer is high. (A5)
While many participants believed that cancer was a very seri-
ous problem and knew that many at their age had cancer, only
one third of them felt that they were susceptible to having
cancer. Many more female (11) than male participants (2)
in this study believed they were. Inadequate knowledge of
cancer might give these participants a false sense of security
about their low susceptibility of cancer. For instance, a partic-
ipant believed that since she attended screening examination
regularly, she would be immune from cancer, “Because many
people may have cancer at my age, I’m scared. But I don’t
think I’ll have cancer because I attend screening examination
and I’m healthy.” Because of inadequate understanding on
the causes of cancer, some participants, on the other hand, be-
lieved that they were totally vulnerable to developing cancer.
One participant commented, “I think breast and cervical can-
cers are disorders of the hormonal system. Your blood type
is related to these problems... I read that from some Japanese
medical journals. They said if you have blood type B, you
are more likely to have hormonal problems. I don’t know the
reasoning behind it because the article did not explain further
on this. I found that more individuals with cervical tumor
have blood type B. . . I consider myself high risk because I
have blood type B.”
Although many participants (12) learned that cancer was
quite prevalent in the Chinese community, they did not know
or were not sure why this was the case. One participant was
very concerned about the fact that many people had cancer.
She raised many questions about what caused cancer and
what could be done to prevent it, “I’m not sure how cancer
came about. I’d want to know what causes it so that I can pre-
vent it. I’m not even sure why so many illnesses are cancer
related. How come it’s so easy to get cancer? Medical profes-
sionals tell you not to eat this or do that. But really, is it true
that we can prevent it? ... I hope that it will not happen to me,
but I just don’t know why it happens. Sometimes we learn
about cancer from the media or other sources. We learned
Published by Sciedu Press 135
http://jnep.sciedupress.com Journal of Nursing Education and Practice 2016, Vol. 6, No. 10
that a lot of people have it. It’s just hard to understand why”.
Some male participants were confused about the differ-
ence between prostate related problems such as benign pro-
static hypertrophy (prostate enlargement) and prostate cancer.
They wondered whether an enlarged prostate would even-
tually turn to prostate cancer and asked what they could do
to prevent or treat cancer. For instance, one participant had
a long history of prostate enlargement and saw many doc-
tors. He raised a lot of questions with his doctors about his
prognosis and potential complications of prostate enlarge-
ment. He was very frustrated because his questions were not
thoroughly answered:
I have prostate enlargement for more than 30 years. I saw
many doctors in major hospitals in Nanjing and they all
knew me. Doctors cannot tell me if my enlarged prostate
will develop into cancer. What will be the symptoms? I
do not have cancer now, but knowing how to prevent can-
cer is important. What should I do if I develop prostate
cancer? I asked all these questions but so far I haven’t
got clear answers. Every doctor I saw recommended
having the mass on my prostate removed. Will surgery
guarantee that I will not have prostate cancer? (A6)
3.4 Confusion, misconceptions, and holistic views about
causes of cancer
Medical professionals educate patients on common risk fac-
tors, such as genetics, family history, and poor diet that might
lead to cancer. A few participants in this study recognized
genetics and poor diet as risk factors for cancer and believed
that cancer ran in the family. For instance, a participant be-
lieved that genetics played a role in cancer development, “I
learned from newspapers and magazines that heredity is a
contributing factor to prostate related problems. Since my fa-
ther had prostate problems, I am especially concerned about
myself and I am vigilant of my prostate problems. . . I think
family genetics is a key factor. If your father had prostate
cancer, you would be at a higher risk of having prostate
cancer.”
Although some participants suggested the role of genetics in
the development of cancer, others were unsure that genetics
played a role and attributed cancer to unfounded causes. For
example, one participant believed that every person had both
normal and cancer cells in the body; that when she became
extremely tired and exhausted, she could get cancer easily
because the normal cells in the body could not recognize
or fight cancer cells, “Because when you get cancer, there
is usually a genetic predisposition... You don’t have to be
scared because all of us live with cancer cells. When you
are healthy, the normal cells can identify the cancer cells and
overcome them... When you are extremely tired because of
work or when your body is too exhausted, you may get cancer
easily. Genetic factors are predisposing factors. Therefore,
if you already have a family history of cancer but you still
don’t pay attention to your health, such as working too much
and getting too tired, then you are prone to have cancer.”
When participants were unclear about the cause of cancer,
they speculated. For instance, a participant was puzzled as to
what actually caused cancer, “Why does cancer happen? I’m
always asking. Is it due to genetic factor? Is it because of
poor hygiene? Is it due to poor diet or something else? I’m
not sure. I am just guessing. Why some people have cancer
and some do not?”
Many participants in this study had misconceptions, con-
fusion, and incorrect assumptions about the causes of can-
cer. Common misconceptions about the causes of cancer
included: excessive sexual activities, cancer being “conta-
gious”, excessive breast milk, women ignoring their repro-
ductive or natural functions by using birth control or not
breastfeeding their babies, having a certain blood type, and
poor hygiene. Both male and female participants regarded
excessive sexual activities as a contributing factor to can-
cer. For instance, a female participant believed that cervical
cancer was caused by promiscuity and sexual indulgence,
“Cervical cancer? Perhaps because they have been fooling
around?” Another participant agreed, “Some people said it
is because you have done something shameful, and then you
became inflicted... which leads to cervical cancer.” Male
participants also attributed prostate cancer or prostate related
symptoms to uncontrolled sexual urge and desires, too much
sex, and sexual indulgence. This notion of “conserving en-
ergy” and “suppressing pleasure seeking desires”, especially
“sexual desires”, as a way of preserving health is a hallmark
of Taoist and Buddhist philosophies.[30, 39] A participant
said, “Some said being sexually active, lack of control, or
sexual indulgence make one prone to prostate cancer.” An-
other commented, “Some may not care about having prostate
enlargement. They must be very sexually active because
they ‘stimulate’ their prostate a lot by engaging in sex too
often.” Cancer is believed to be contagious. Some partici-
pants attributed the causal factors of cancer with sexually
transmitted diseases. One participant believed that physical
contact during doctor’s examination might spread cancer,
“Another way is through physical contact, yes, when doctors
are touching you during the examination. But talking about
it won’t spread cancer.”
Some participants made up their own “theory” on the causes
of cancer because they were confused about risk factors and
causes of cancer. For example, one participant concluded that
a woman whom she knew developed breast cancer shortly
after she gave birth because she had “cold and excessive
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breast milk left in her breast”. According to her “theory”, the
breast milk was “frozen to tiny particles” and became lumps
in her breasts, which in turn caused her to develop breast
cancer. This participant’s theory reflected the Chinese belief
of balancing “hot” and “cold” elements in one’s body.[29]
Once this balance was upset, one was prone to illness.
When her baby drank too much breast milk while she
had a cold, cancer developed in her breast but she did
not know about it. . . I’ve got another friend who had too
much breast milk and her baby couldn’t finish it. She
caught a bad cold and her breast milk was “frozen to
tiny particles”, forming a mass in her breast. After she
migrated to the United Sates, she had a mastectomy. No-
body knew what she had. Some said it was breast cancer.
Some said it was just a tumor. . . She said it was because
she had “cold and excessive breast milk left in her breast”
which became lumps. (I5)
The following two participants believed that women who did
not breastfeed, or did not use their reproductive or “natural”
functions, such as child bearing, were at a higher risk of
having cancer. While there is some basis in medical litera-
ture regarding the association between breast cancer, child
birth, and breastfeeding, the belief of these participants also
reflected the Taoism value of health being a state of physical
harmony with nature[29] and that one should always act in
accordance with nature and not against it.
As for breastfeeding, I have seen people who did not
breastfeed and later developed breast cancer. They didn’t
use their body the way it was made for... This is a form of
imbalance in the natural body function. When you upset
the balance, the metabolism becomes abnormal. (C1)
In the old days, women had 8 children and their repro-
ductive organs were used in the way “nature” made it
for. . . women did not use birth control and therefore did
not have cancer. Nowadays, women use various birth
control methods, which conflict with the body system
and its normal function. This will gradually lead to the
development of diseases. . . women are not giving birth
to babies enough or using their reproductive system fre-
quently enough. (C3)
Some participants believed that blood type and poor hygiene
were associated with the development of cancer. One partic-
ipant said, “There are four different blood types in human
beings. There are some blood types that cause people to get
sick easily. . . Well, I read about this theory and I looked
back at my family. Some of my family members have cancer.
So, I thought it (cancer formation) is related to blood type
because my younger sister and I do not have the same blood
type. So, I think it depends not only on your own mental
well-being but also on your blood type.” A participant be-
lieved that poor immune system was a factor associated with
cancer. He used an analogy of the Civil War in China to
illustrate his argument, “Being weak in our body! Just like
the Red Army in China, it depends on whether or not you
have an adequate force of army. If the Red Amy had enough
armed force to win the battle, it would not need to escape
to ‘Yin On’ (a province in China to which the Republic of
China retreated during the Civil War). Similarly this is how
we get cancer. Yes, our immune system becomes weak and
then you will get sick easily.”
Traditional Chinese believed that the formation and progres-
sion of diseases are associated with social and environmental
changes. Several participants in the study shared this holis-
tic belief and stated that unhealthy cooking and poor eating
habits might be a causal factor for cancer. As one participant
put it, “There was a Chinese saying that fried food is no good
(toxic) for our health. Therefore, if you don’t control your
diet and eat too much oily and fried food, you are not only
more likely to have prostate cancer, but are also prone to have
other medical problems.” Chinese health beliefs and prac-
tices emphasize balance and harmony among human mind,
body, and emotions with one’s nature or environment.[28]
Mind and body are considered inseparable entities because
they influence each other. Being emotionally imbalanced
may put someone at a higher risk of developing diseases.
For instance, one participant believed that being chronically
unhappy, such as feeling depressed or anxious, would con-
tribute to breast or cervical cancer, “I thought that you are
more prone to having breast cancer if you are chronically
unhappy, anxious or depressed. . . I just feel that when one
is unhappy, it’s easier to catch any illness. We don’t know
for sure how people get these diseases (cancer), but I think
that they are somewhat related to our mental conditions. Our
emotion does not just affect our chances of getting cancer
but also many other diseases as well.”
4. DISCUSSION AND CONCLUSION
Many studies on the topic of cancer among Asian Amer-
icans used quantitative research methodologies to explore
factors such as socioeconomic status, information barriers,
insurance status, and level of acculturation that may asso-
ciate with cancer incidence and screening rates.[4, 10, 12, 16, 18]
Fewer studies used qualitative methodologies to learn about
cancer screening experiences of Asian Americans.[15, 17, 22]
More studies were conducted with Asian American women
to assess their level of adherence to cervical and breast can-
cer screening[11, 16–18, 20] but very few were done on Chinese
immigrant males. This qualitative study adds to the sparse
literature by contributing to a better understanding on the cul-
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tural attitudes and beliefs toward the causes and prevention
of cancer among medically underserved Chinese immigrant
men and women in the metropolitan New Your city area.
Guided by both the Explanatory Model Interview Catalogue
and the Health Belief Model, this study explored the beliefs
and perceptions of Chinese immigrant participants toward
cancer, their perceived cause of cancer, their reaction to a
cancer diagnosis, and their attitudes and experiences toward
cancer screening. The findings of this study suggest that
culture influences beliefs and attitudes toward cancer, as well
as perceptions regarding the cause, susceptibility to, and
seriousness of cancer.
Participants in this study reported both positive and negative
attitudes toward cancer. Consistent with the study findings
by Liang and colleagues,[22] several participants expressed a
sense of powerlessness toward cancer and were ready to ac-
cept their “fate”. Traditional Chinese believe that the highest
acceptance of God is to “listen to heaven and follow fate”.[39]
When unfortunate events happen, the individual should try
his or her best, be positive, and leave the outcome to God.
Cancer is often considered as a fatal disease which has no
cure.
Contrary to the findings of Sadler et al. (1998)’s study,[40]
most of the participants in this study did not believe that
thinking, talking, or learning about cancer could lead to bad
luck or trigger the onset of cancer. In fact, several participants
reported being calm when they first heard about cancer, be-
cause they believed that they had control on what they could
do to deal with cancer and were psychologically prepared
for it. This could be explained by the fact that participants
in this study were recruited from the patient population of
a community health center and those who attended cancer
screening. The fact that they went for cancer screening in the
first place reflected that they had overcome the taboo of can-
cer, and were willing and ready to deal with the possibility of
a “positive” result. Therefore, receiving cancer screening can
have the positive effect of helping the patient cope with the
initial shock and anxiety related to the diagnosis of cancer.
Attending cancer screening also empowers the patient by
making him or her feel good about the decision of seeking
screening before experiencing symptoms and giving them
a sense of control by detecting the disease at an early stage.
As a result, many participants believed that cancer screening
was a preventive measure and considered it a priority in life.
Only a few participants in this study recognized the role of
genetics and unhealthy diet as risk factors for cancer. Many
held misconceptions, confusion, and incorrect assumptions
about the causes of cancer. The “story” on the causes of can-
cer by these participants reflected traditional Chinese holistic
belief of balancing “hot” and “cold” elements in one’s body,
and the Taoism value of health being a state of physical
harmony with nature.[29] These results were consistent with
findings of several studies of Asian American groups.[15, 22, 41]
Breast cancer is considered a “contagious disease”[25, 27] and
developed because of “breast trauma” such as “pressure on
the breasts” or the “use of wired bras”.[15] Ignorance and
confusion on the risk factors and causes of cancer will put
these individuals in a disadvantaged position because they
do not know what to do to prevent or treat cancer. There-
fore, it is important for health care providers to recognize
that these specific cultural beliefs and practice of Chinese
immigrants may influence their perceptions regarding the
cause, susceptibility to, and seriousness of cancer.
The design and the implementation of the majority of cancer
screening and education activities in the United States are
based on self efficacy concepts of enhancing the patient’s
ability to control cancer by engaging in cancer screening
activities. It is questionable whether this approach to cancer
screening and education is optimal to working with Chi-
nese immigrants who are seeking health care according to
their specific cultural beliefs and personal practice. It is
important for health care professionals to incorporate these
specific health beliefs and practices of individuals into ser-
vice delivery and patient education. Otherwise, they may
misunderstand their patients, miss valuable diagnostic cues,
and encounter higher rates of patient noncompliance with
cancer screening guidelines. Studies show that culturally sen-
sitive and language-appropriate educational interventions are
likely to improve mammography adherence among Chinese
American immigrant women.[42, 43]
There are some limitations to this study. First of all, the
sample size used in the study was modest. Second, partici-
pants were self-selected to participate in the study. Although
participants came from diverse demographic backgrounds,
this sample was non-representative as the sampling design
was meant to capture the breadth of views and experiences
of these participants rather than aiming at generalizing to the
larger population of Chinese immigrants. Another limitation
relates to the translation of Chinese words for which there is
no true equivalence in English. The issue of translation raised
validity concerns on the extent to which translated data ac-
curately reflects the meaning and experience of participants.
Despite its limitation, this study highlights the significance
of cultural appropriateness and relevancy in the develop-
ment and implementation of cancer promotion and cancer
screening intervention for the Chinese immigrant population.
Participants in this study already attended cancer screening
activities and were better educated on cancer screening than
those immigrants who were linguistically isolated and poorly
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educated. However, if some of these participants still had
confusion and misconceptions about the causes of cancer
and expressed negative attitude toward cancer and cancer
screenings, one could only imagine tremendous amount of
obstacles an average Chinese immigrant has to overcome
to access quality cancer screening services. In conclusion,
knowledge derived from this study is instrumental in raising
awareness and broadening knowledge base among healthcare
professionals who serve this client population. One could
hope that a better understanding of the cultural attitudes and
beliefs of this underserved population may help promote the
concept of early detection and treatment of cancer for them
as well as improve their access to cancer services.
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